Numerous studies have found that doctors are exposed to stress and burnout at work. In consequence, these processes lead to a decrease in the quality of life. The study aimed to determine whether professional burnout, understood as a cognitive existential process, is related to stress at work and if any of the four dimensions of burnout are its predictor. The study also analyzed relations between organizational-professional and non-professionalsocial factors and burnout and stress at work. Materials and method. 318 doctors (210 women, 108 men), aged 27 -8, participated in the study. Link Burnout Questionnaire (LBQ) was used to measure burnout, and the Perceived Stress Scale (PSS-10) to measure the variable describing the current level of stress. Results. Occupational burnout is related to stress. Two of its symptoms: exhaustion and lack of a sense of professional effectiveness, are important predictors for the sense of stress experienced by the examined group of doctors. The individuals who are in a partner relationship (but not marriage) experienced a stronger sense of non-professional effectiveness than those who were single. Being in an informal relationship is related to the level of stress and lack of a sense of professional effectiveness. The level of stress, as well as all burnout indicators, are connected with the function of a team leader and having passion. The frequency of taking leave and using social networks is related to the level of stress and burnout. Conclusions. Problems related to burnout in doctors, and therefore people professionally involved in helping and treating, must not be underestimated, as evidenced by the results of the presented study Professional burnout of doctors leads to somatic and psychological problems. Doctors suffering from occupational burnout need support and psychological assistance the same as any other professional group.
INTRODUCTION
The level of perceived stress related to the work of a doctor providing medical services in contemporary Polish outpatient and inpatient health care is connected to various stressors that can undoubtedly lead to the development of burnout. According to the literature, the most frequently mentioned risk factors of occupational burnout include personality traits, attitude to work and burden related to the doctor's satisfaction, organization and working conditions [1, 2] . Attempts to observe the connections between socio-demographic and psychosocial determinants of burnout in contemporary doctors have frequently become the subject of research [3, 4, 5, 6, 7] . Occupational burnout is usually presented from the perspective of the theoretical model developed by Cristine Maslach (Maslach Burnout Inventory-MBI), describing three dimensions of professional burnout among medical staff: emotional exhaustion, depersonalization and a sense of lack of personal achievement [8] . A review of studies on professional burnout among medical staff (particularly concerning nurses) draws attention to the subject of the effectiveness and satisfaction with work, physical and mental fatigue in professional work [9, 10, 11, 12, 13, 14, 15 ] and personality factors [2, 14] . Studies of occupational burnout among doctors also indicates the diversity and ambiguity of relationships between doctors' occupational burnout and demographic factors, such as age, gender, marital status [18, 19, 20, 21, 22, 23] , personality [2, 21, 22, 23, 24, 25, 26] , professional experience and professional workload of doctors [13, 15, 18, 19, 21, 24, 27, 28] .
The relationship between current stress experienced in their daily lives by Polish doctors performing their professional duties and daily measurement of the whole set of variables describing the level of daily work-load, is a definitely much less known area of research. Significant socio-economic variables that may be related to the level of everyday stress and the development of burnout are a set of variables rarely tested simultaneously in the same group of doctors, including the measurement of both workload and the role of non-working life (taking time off or pursuit of interests, as well as having permanent emotional relationships). A study was therefore undertaken which had to take into account the entire set of socio-economic variables and symptoms essential for the functioning of doctors in the Polish reality. Among the explanatory variables tested in this study were levels of stress and burnout in the medical professio, including both demographic variable, as well as various socio-economic variables regarding professional and personal load (pursuit of interests and emotional relation). The literature lacks scientific reports showing a description of the whole set of socio-economic and demographic variables in the context of occupational stress in Polish doctors who work every day in Polish health care facilities. Little research data is found that would empirically document how much workload (e.g. number and time of work performed, number of work places), time spent on rest and vacation, time devoted to pursuing one's own interests, and having an emotional relationship with life partners, which can be important in generating stress and burnout.
Lack of research on these topics concerns particularly the group of doctors involved in the everyday work with apatient that is not an emergency, which is the case of surgeons, neurosurgeons, oncologists, and other medical specialists working in emergency medicine. The doctor dealing with patient diagnosis and treatment in an outpatient and inpatient setting encounters permanent occupational stress [2] . It is worth noting that a necessary condition for the development of burnout is life under chronic stress, manifesting through the presence of symptoms of emotional disorders, depression, physical symptoms and somatic disorders in everyday personal and professional life [29] . Dudek enumerates 10 components of stress and a sense of mental burden attributing them to the complexity of work, lack of rewards at work, a sense of insecurity caused by work organization, lack of social contacts, a sense of danger, physical nuisance, unpleasant working conditions, lack of control, lack of social support and a sense of responsibility [29] . Sęk developed the cognitivecompetence model of stress and burnout highlighting the specific and non-specific occupational stressors. All these factors depending on the assessment of the person's competence, coping strategies, personal and environmental resources affect emotional burnout, depersonalization and reduced involvement of physicians at work [30] .
The conducted research, based on the above-mentioned model, showed that in this professional group there is a relationship between emotional exhaustion which affects the depersonalization of patients and a decrease in their professional involvement. On the other hand, low professional satisfaction has a negative effect on emotional exhaustion. Emotional exhaustion results primarily from the stress load.
The key element of burnout, which is depersonalization, is primarily emotional exhaustion, but also assessment of the occupational situation through the prism of the threat and use of avoidance control [30] . Furthermore, it is worth mentioning that the contemporary globalized society expects the employee to work almost 24 hours a day, including public holidays (Saturdays and Sundays). As some studies conclude, this requirement has become virtually a social norm leading even to the deterioration of mental health [31] . This phenomenon has also been observed in Poland. The average Pole, including the contemporary Polish doctor, generally works during statutory working hours -frequently with overtime. Moreover, overtime work, to some extent, has become an acceptable social norm for the average Pole.
According to the literature, numerous risk factors for the development of occupational stress result from the daily burdens associated with work structure, e.g. work time, number and working conditions [2, 31] . According to the Euro Health Consumer Index, Poland is 31st among 36 countries due to the level of professional overwork among doctors [33] . At the same time, the doctor-patient relationship requires psychosocial skills, such as openness, kindness, empathy, and high communication skills. Research on professional stress and the quality of life among doctors is becoming increasingly important and necessary because they can promote a better understanding of risk factor, as well as protectors against the development of occupational stress and burnout in the professional group in question. Stress, experienced as life progresses with growing distractor strength, usually increases the individual's sense of danger and loss, which exacerbates stress and promotes burnout [2, 34, 35] .
Objective and subjective reasons motivate doctors to work every day and exceed their psychophysical capacity with great number of patient, or work at more than one place, which in connection with everyday occupational stress can lead to fast burnout. A burnt-out doctor, in time becomes less effective at work and less empathic and friendly to patients and colleagues. Not surprisingly, doctors working in hospices, palliative care, nursing homes, working with people with disabilities, in the departments of oncology, paediatric or geriatric wards, experience increased stress and burnout.
The development of this constant phenomena arouses scientific interest. One in particular is above-average professional stress resulting from overloading with excess work in the general health-care environment, i.e. in doctors of various specialties, different professional experience and age, in which every day professional activities do not involve extremely difficult medical procedures of immediate emergency and noticeable suffering and pain in patients, as in case of emergency medicine, oncology, neurosurgery and similar specialties [34] .The cognitive and emotional competences required in the doctor's profession, e.g. empathy, give a humanistic character (warmth and trust in communication, sensitivity to harm and suffering) to the doctor's everyday activities, and affect the patient's sense of satisfaction with the quality of medical care in the daily work of a specialist who admits more and more patients every day, regardless of the emotional burden. On the one hand, stress in the daily treatment of patients experiencing various disease symptoms and injuries improves job satisfaction; on the other hand, it causes exhaustion and various health disorders [35] .
In a study by Ogińska-Bulik [36] , a correlation was found between persistent stress at work and the health problems of those who experience it. Ogińska-Bulik [36] suggests that predictors for the development of disorders are different in the group of people with a high level of stress, compared to those with low levels. Similar results were obtained by Ostrowski [35] , who showed that occupational stress in doctors affects health. Most pathogenic components of stress at work include: responsibility, a sense of mental burden associated with the work complexity and time-consuming work (e.g. overtime, frequent rosters, lack of rewards at work, a sense of insecurity) and burdens resulting from the sense of insecurity, and lack of family and social support. According to Ostrowski, marriage is a salutogenetic variable reducing the number of mental health problems in doctors [35] . It reduces the number of mental problems in working people.
Nevertheless, the results of research on the strength of dependence between stress and burnout in literature sources [2, 9, 10, 11, 12, 13] and doctors with surgical and palliative specialties [34] . However, there are no studies that indicate the measurement of psychosocial or socio-economic factors that could be important in the development of stress and burnout in doctors practicing every day in conservative medicine, working on a daily basis in various health care facilities.
OBJECTIVES
Numerous studies have been conducted on the nature and mechanisms of occupational burnout since the early 1970s [36] . However, knowledge in this regard is still incomplete and incoherent. Some researchers assume equivalency between occupational stress and burnout. Many definitions of burnout can be found in the literature. Research is being conducted on various paradigms, various theoretical and research models, using various tools [37, 38, 39, 40] . Therefore, the study had five aims: 1) To understand the relationship between the level of stress experienced at work by doctors and the burnout syndrome that they experience. It was also important to discover which of the four symptoms of professional burnout, understood as a cognitive existential process [41] , is the most strongly associated with stress. According to Maslach, the risk factors for burnout are found in the context of the work, not in the professional content, and in the basic nature of tasks related to helping other people at work. Therefore, it is important to emphasize the importance of organizational factors as the key mechanisms for developing burnout syndrome [42] . However, the intermediary influence of personality determinants should be kept in mind as well as organizational-professional, non-professionalsocial determinants. With this in mind, it was decided to examine: 2) Significant differences between the surveyed Polish doctors with high and low levels of stress in terms of verified organizational-professional factors and socio-economic factors (type and number of medical specializations, academic titles, number of current jobs, number of years in the basic workplace, frequency of job changes, commuting between jobs, episodes of taking up work abroad, performing the function of a team leader at work). 3) Significant differences between the surveyed Polish doctors with high and low levels of stress in terms of verified demographic and non-professional-social factors (age, being in a relationship with a partner, married or single, frequency of taking leave during the year, treatment and taking antidepressants, and practicing non-professional activities); 4) If and to what extent verified organizational-professional and socio-economic factors influence the level of stress and professional burnout in Polish doctors; 5) If and to what extent verified non-professional-social factors (having and frequency of everyday passions and interests, close emotional relationships: partner, marital, treatment due to stress and mental discomfort (taking antidepressants), influence of the level of stress and professional burnout in Polish doctors.
The following variables were extracted: a) Organizational-professional and socio-economic factors -a set of indicators describing the level of a personal load. This variable was defined on the basis of indicators describing: the type and number of medical specializations possessed, the scientific title held, current number of jobs, number of years in the basic work place, frequency of job changes, commuting time between jobs, episodes of taking up work abroad, and performing the function of a team leader. b) Demographic factors and non-professional and socialfactors -a variable describing age, gender, marital status of the doctors, health behaviours regarding current professional activity (number of rosters a month, frequency of taking leave during the year, taking antidepressants, non-professional activity, i.e. frequency of activities related to the pursuit of interests and passions in everyday life, having an account on a social network). c) Currently perceived stress. This described the level of stress experienced by the doctor in his/her daily life and work. d) Occupational burnout. This variable described the level of feelings related to professional work, i.e. the level of: psychophysical exhaustion, involvement in the relationship with a patient, and level of effectiveness and efficiency of performed professional tasks and satisfaction accompanying the work performed.
MATERIALS AND METHOD
The research was carried out between April 2017 -June 2018 and included doctors working in hospitals located in the southern and central-eastern parts of Poland: Małopolskie, Lubelskie and Mazovian provinces. Two types of medical facilities were selected for the study: three university clinical hospitals and eight district hospitals. Each of the university clinical hospitals had at least 10 clinics from which the examined doctors were recruited. In the case of the second group of medical facilities (district hospitals), the respondents worked in ten different departments. Such a territorially wide area of research was selected due to two facts: 1) the phenomenon observed in Poland that physicians work at several positions within a given county or even province; and 2) the different internal structure of district hospitals in terms of the number of departments.
All study subjects were informed about the aim and procedure of the study. Every examined doctor agreed to participate in the research and complete questionnaires. Respondents had a right to resign from participation at every step of the study. The interviewers trained by researchers carried out the study. They personally contacted the doctors, provided them with research materials, presented the test procedure, and then collected the completed questionnaires after a few days at a set time.
Ethical approval was obtained from the relevant institutional Ethical Review Committees, and the research conducted in accordance with national and international regulations and guidelines.
Written informed consent was obtained from all participants.
Purposive sampling of the study group was used. 318 doctors: 210 women (66%) and 108 men (34%), aged 27 -86 (M = 47, SD = 11.21) were enrolled in the study. It wasa assumed that 330 doctors would be examined. Exclusion criteria were
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as follows: part-time work as a doctor (less than full-time, 15 hours per week), citizenship and nationality other than Polish, work outside Poland in previous years, present and declared mental disorders with the history of their treatment, especially depression requiring pharmacological treatmentfive respondents, i.e. 1.6% of the total study group. Another seven respondents (2% of the total study group) were excluded due to insufficiently completed questionnaires.
A proprietary questionnaire containing a set of questions about socio-economic data was used to measure socioeconomic and demographic factors (type and number of medical specializations possessed, academic title, current number of parallel jobs, number of years in the primary work place, frequency of job changes in previous years), time spent commuting between jobs, episodes of taking up work abroad, performing the function of the team leader), questions about demographic data (gender, age, marital status: single, widower/widow, partnership, marriage), questions about health behaviours within the scope of current professional activity (measurement of current work load -number of rosters in the month, frequency of taking leave during a year, taking antidepressants), questions about non-professional activity (frequency of practicing activity related to the pursuit of interests and passions in everyday life, having an account on a social network).
Link Burnout Questionnaire (LBQ) was used to measure the variable of burnout, and the Perceived Stress Scale (PSS-10) was used to measure the variable describing the current stress level. The LBQ questionnaire is an adaptation of a 24-item tool by Massimo Santinello, developed by Jaworowska [41]. The examined person uses a 6-point scale to assess feelings related to their professional work. Each item is scored on a 6-point Likert scale ranging from 1 (never) -6 (very often) The tool examines four domains: psychophysical exhaustion (Exhaustion-Energy), involvement in relationships with patients (Lack of Commitment -Commitment), effectiveness in performed work (Lack of Efficacy -Effectiveness) and existential expectations (Disappointment -Satisfaction).
Psychophysical exhaustion is understood as the loss of energy resources, experiencing fatigue and tension during work. Commitment is expressed in the form of conscientious and individual treatment of each patient. Its opposite is indifference, distancing and hostility. Effectiveness at work is the effectiveness in the tasks being performed. Satisfaction is expressed in the form of passion and enthusiasm accompanying the work being performed. Its opposite is disappointment with the results. The four sub-scales obtained satisfactory internal reliability indicators in the current study as follows: Exhaustion-Energy, Crombach Alfa = 0.82; Lack of Commitment -Commitment, Crombach Alfa = 0.57; Lack of Efficacy -Effectiveness Crombach Alfa = 0.76); Disappointment -Satisfaction; Crombach Alfa = 0.88. PSS-10 by Cohen (Polish study by Juczyński, Bulik [43] ) is a tool for self-assessment of the intensity of stress related to the current life situation. Ten questions identify the level of current perceived stress as the assessment of effectiveness in dealing with life events. The results allow to identify the level of current perceived stress in the examined physicians. The obtained raw result was transformed into standardized units, interpreted according to the sten scale. The higher the score, the greater the severity of the currently experienced stress. In the presented study, the PSS-10 scale obtained satisfactory internal reliability (Cronbach Alpha = 0.89).
RESULTS
Statistical analysis of the research results included: 1) Measurement of socio-economic and demographic
variables, as well as measurement of the severity of current stress and burnout; for this purpose, descriptive statistics (arithmetic mean, median, standard deviation) were used. 2) Measuring the strength of the intensity of experienced stress in the current life of the respondents, including the division of the whole group into two categories: doctors with high and low level of perceived stress, as determined on the basis of the mean and median values. 3) Measurement of the strength of the relationship between the surveyed physicians with high and low level of perceived stress, and occupational burnout and socio-economic and demographic variables; for this purpose, a correlation analysis was carried out using Cramer's V factor (socioeconomic variables -qualitative variables) and Pearson's r (socio-economic variables quantitative and burnout). The highest percentage of respondents did not have a scientific title (N = 250, 79%), had completed one specialization (N = 197, 62%), and at the time of the study worked in two different jobs (N = 87, 27%). In terms of marital status, the majority of respondents were in their first marriage (N = 199, 63%). The respondents were dominated by: psychiatrists (17%), internal medicine doctors, internists (17%) paediatricians (15%) and family doctors (15%), neurologists (5%), gynaecologists (5%), cardiologists (3%), surgeons (3%), radiologists (3%), physiotherapists (2%), dermatologists (2%), ophthalmologists (2%), pulmonologists (2%), diabetologists (2%), nephrologists (2%), urologists and otolaryngologists (2%). Other specialties amounted to about 3%. The percentage distribution of medical specialties in the studied group comprised doctors providing medical services to a diverse group of patients, but their common feature is that the examined doctors did not usually deal with situations related to the need to perform extremely difficult life-saving medical procedures. In the everyday professional situation of the examined group of respondents, the experienced stress and emotional burden was connected with performing daily activities resulting from the physician's work in hospital wards, clinics and surgeries, and not directly and permanently focused on the threat to a patient's life and rescue operations, as is always present in the everyday work of a surgeon, neurosurgeon, cardiac surgeon, oncologist, etc.
Characteristics of socio-economic and demographic
In order to answer the research question, it was first necessary to measure the average results allowing description of the level of stress experienced by all physicians examined,
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and then describe the average severity of the qualitative (socio-economic and demographic variables, workload) and quantitative variables (level of stress experienced and professional burnout), referring to the division of the examined doctors into two subgroups. The breakpoint was the median value: Me = 24.5. A group of doctors was distinguished with a low level of perceived stress (N = 159) and with a high level of perceived stress (N = 159). The average results on the scale of experienced stress for the whole sample (N = 318) were M = 23.55, SD = 8.01. The minimum result obtained was two points, and the maximum -41 points. Analysis of ANOVA variance showed significant differences in the level of perceived stress between the group with its low (M = 16.96, SD = 5.03) and high level (M = 30.14, SD = 3.97), F = 673.68, df = 1, p <0.001, eta2 = 0.68. First, all, the significance of differences between physicians with low and high levels of stress experienced in their lives was tested, and demographic variables (age, marital status) and socio-economic education -(specialization, scientific title) and burdens of work structure (seniority in the medical profession), work time, current number of jobs, time of daily commuting to work, frequency of changing the workplace over the last five years, team management, non-professional passions and interests and implemented in everyday life, current pharmacological treatment with antidepressants.
Further analysis excluded the variable 'primary work place;, due to the fact that the vast majority of the respondents at the time of the study worked in public health (N = 285; 90%). For quantitative variables, the normality of the distribution was checked using the Kolmogoro-Smirnov test. The results of this test confirmed a distribution close to normal for the number of years in the medical profession (Z = 1.02; p = 0.23). For other quantitative variables, the distribution of results differed from the normal (for the number of years of work in the basic place of work (Z = 2.18; p <0.001), the number of working hours per week (Z = 2.06, p <0.001), and the number rosters time per month (Z = 4.24; p <0.001). Analyses regarding the number of years in the medical profession were carried out using Student's t-test, for the remaining variables -using the non-parametric Mann Whitney U test. The results showed that physicians with a low level of stress had longer work experience in the medical profession than doctors with a high level of perceived stress (t = 2.41, df = 316; p = 0.02). There were no significant differences between physicians with high and low levels of stress in the number of years of work in the primary workplace in healthcare facilities (U = 11,618.5, p = 0.21), in the number of working hours per week (U = 112.92, p = 0.10) and in the number of rosters a month (U = 113.26, p =0.09).
Characteristics of the level of experienced stress and level of professional burnout in a group of Polish doctors. Descriptive statistics and distribution of normality analyzes for four LBQ scales for the entire sample (N = 318) were carried out using the Kolmogorow-Smirnow test with the Lilliefors modification. Analysis of differences between physicians with high and low level of perceived stress and their level of burnout confirmed the significance of these differences between the respondents in all components of the questionnaire measuring occupational burnout, i.e. the level of psychophysical exhaustion, engagement with patients and existential expectations -disappointment/ satisfaction (Tabl. 1).
Statistical analysis confirmed significant differences between physicians differing in the level of perceived stress for all LBQ burnout scales: exhaustion -U = 3720; p <0.001; lack of commitment -U = 7397; p <0.001; lack of professional efficacy -U = 4722.5; p <0.001; and disappointment -U = 4940; p <0.001. The examined physicians with a high level of perceived stress at the same time showed a significantly higher severity in all three dimensions of occupational burnout, compared to physicians with a low level of perceived stress.
Regression analysis was performed in order to check which dimension of burnout was the strongest predictor of stress. An attempted was made to analyse the extent to which each of the indicators of burnout is related to levels of perceived stress. The obtained results are presented in Tables 2 and 3 . The model incorporating exhaustion as the only predictor is well suited to the data: F (1,316) = 291, 354; p < 0.001, and allows prediction of the level of perceived stress in 48% of respondents (adjusted R 2 = 0.478). Adding another variable -lack of commitment into the model, did not change its predictive value (non-significant change of R 2, ; p = 0.78). 
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In the case of the model which included three predictors (exhaustion, lack of commitment, lack of professional efficiency), the predictive value of the model increased to 56% (significant change of R 2 ; p < 0.001). A closer look into the comlex model showed that only two variables were significant and which were related to the level of stress: exhaustion (Beta = 0.48; p < 0.001), and lack of sense of the professional efficiency (Beta = 0.38; p < 0.001). There was no relationship between lack of commitment and level of perceived stress (Beta = -0.08; p = 0.07). Adding the fourth predictordisappointment, did not change the predictive value of the model (non-significant change of R 2 ; p = 0.94). More details are presented in the Tables below.
In the summary, obtained results indicate that significant predictors of the level of perceived stress are exhaustion and lack of proffesional efficiency. The higher the levels of exhaustion and lack of proffesional efficiency, the higher the levels of perceived stress. Table 4 compares the levels of perceived stress in terms of demographic variables. Groups with a too small number of respondents were excluded from further analyses. For the variable 'marital status', the individuals who were married for the second time or more (N=17) and widowers (N=4) were excluded from the group. For the variable 'specialization', doctors with more than two specializations (N=5) were also excluded from further analysis. For the variable 'academic title', doctors with the title of Professor (N=5) were excluded. Subsequently, for the variable 'commuting time between workplaces', the individuals spending more than two hours commuting between jobs (N=8), were excluded.
Characteristics of significant correlations between level of perceived stress and demographic, organizationalprofessional and non-professional-social factors in the surveyed Polish doctors.
The U Mann Whitney's test was used to compare two groups and the non-parametric Kruskal Wallis test for comparison of more than two groups. Statistically significant differences were found on the level of perceived stress in terms of specialization (H = 10.02, df = 2; p < 0.01), having hobbies and pursuing interests (U = 6879.50; p < 0.01), and frequency of taking leave during the year (H = 36.42, df = 3; p < 0.001).
Pair-wise comparisons for non-parametric tests (Dunn's test) showed significant differences in the level of stress between doctors with and without a specialization (Z = 2.57; p = 0.03), and between physicians without specialization and those with two specializations (Z = 3.12; p < 0.01). Doctors without specialization declared a higher level of stress than physicians with specialization. There were no differences in the level of stress between doctors with one specialization and those with two specializations (Z = 1.26; p = 0.63). Physicians who had a hobby had lower level of stress than doctors without any interests (U = 6879.50; p< 0.001)
Results of pair-wise comparisons showed significant differences between doctors who took leave more often (three or more times per year) and physicians who tended to take leave less often [vs. twice a year, Z=2.74; p = 0.03; vs. once a year (no statistics); p < 0.001; vs. less than once a year, Z -3.48; p < 0.01]. The doctors who went on holiday three or more times per year had lower level of stress compared to the other groups. Another significant difference in the level of stress was noted between the doctors who went on the vacation once a year, and these individuals who did so twice a year (Z = 4.30; p < 0.001). Physicians who tend to take a leave only once a year had a higher level of stress.
In addition, there were no significant difference between doctors taking leave less than twice a year vs. once a year (Z = -1.47; p = 0.85) vs. twice a year (Z = 1.57; p = 0.70).
A difference was found for the variable 'being a team leader' (U = 8240.00; p = 0.06). The individuals who declared being a team leader had a lower level of stress than those who did not perform this function.
There were no statistically significant differences in the level of perceived stress for other demographic variables: marital status (H = 5.25, df = 2; p = 0.07), academic title (U = 7370.50; p = 0.69), current number of jobs (H = 2.59, df = 4; p = 0.63), changes in employment (H = 2.42, df = 2; p = 0.30), commuting time between workplaces (H = 0.02, df = 2; p = 0.99), working abroad (U = 1576.50; p = 0.21), possession of social media account (U = 10712.00; p = 0.22), and for taking antidepressants (U = 4012.50; p = 0.19).
Characteristics of significant correlations between level of perceived stress, socio-economic and demographic factors and occupational burnout in the Polish doctors surveyed.
Regression analysis with the application of a standard method of entry was used to study the relationship between burnout/ level of perceived stress and demographic factors. Results of the analysis are shown in Tables 5 and 6 .
Variables have been transformed into a dichotomous scale and demographic factors incorporated in the analysis as predictors were: a) marital status [nominal variable transformed into two instrumental variables: 0 -partner relationship, 1marriage. Reference group -single]; b) specialization [0 -no specialization, 1 -having a specialization]; Variables 'work abroad' and 'taking anti-depressants' were not included into regression analysis, because the majority of the respondents had never worked abroad (95%) and had never taken anti-depressants (90%). The relationship of predictors was checked separately for every dimension of occupational burnout, and separately for the level of stress.
In the first entry, the demographic variables (marital status) were inputed. In the second entry, variables related to work (specialization, academic title, current number of the jobs, change in the employment, commuting time between workplaces, being a team leader) were imputed. In the third entry, variables not related to work (having a hobby, having a social media account, frequency of taking leave) were imputed.
The Tables present the values of β and t coefficients derived only from the last model 3, obtained after the input of all groups of variables (division into blocks was maintained according to the order of inputing variables into the regression model). Every model had a summary which contained the significance of the model, percentage and increment of explained variance after the addition of further predictors.
Summary of model 1 involves the significance and percentage of the explained variance only by marital status. Summary of model 2 concerns significance, percentage and increment of variance explained by marital status and variables related to work. Summary of model 3 involves significance, percentage and increment of variance explained by all inputed variables (demographic, variables related and unrelated to work).
The highest percentage of variance (14%) was explained in case of the level of perceived stress (Tab. 5, 6) . The model which incorporated all variables (demographic, organizationalprofessional, non-professional-social) predicted the level of perceived stress in 14%. The studies shows that after input of all predictors into the model, two professional variables had the most significant importance: specialization and being a team leader. Having a specialization and working as a team leader were related with the lowest levels of perceived stress. Furthermore, two variables unrelated to work -having a hobby and frequency of taking a leave -were significantly associated with the level of perceived stress. Having a hobby was related with less stress. Likewise, the frequency of going on holidays was negatively related to the perceived level of stress -the more often the individualwento on vacations, the lower the level of perceived stress. It is worth mentioning that being in a relationship was also related to the perceived level of stress (dependency at the level of statistical tendency). Individuals who were in an informal relationship tended to be more stressed than those who were single. There was no significant correlation between the level of perceived stress and being married.
The results of relationship between indicators of burnout and demographic and professional variables were fairly consistent. Three of four burnout indicators (exhaustion, lack of sense of professional efficiency and disappointment) were significantly related to all variables non-related to work, i.e. having a hobby, possession of a social media account, frequency of taking a leave. The doctors who have a passion and social media account and often going on holidays seemed to have less intensity of burnout (for having a social media account and lack of sense of professional efficiency, the difference was at the level of tendency).
In addition, the variable 'having a hobby' was related to the fourth indicator of burnout -lack of work engagement. Having a hobby was associated with higher work engagement. Occupational burnout was also related to the function performed by the person at work, e.g. working as a team leader was associated with a lower intensity of professional burnout. This dependency was stronger for the lack of professional efficiency and exhaustion.
Another professional variable, 'academic title', was associated with exhaustion and lack of professional efficiency at the level of tendency. Possession of an academic title indicated a lower intensity of these two dimensions of burnout.
One of the dimensions of burnout proved to be significantly related to marital status. This means that individuals who were in relationship (but not married) felt a greater lack of professional efficiency than those who were single.
After inclusion of all variables, the percentage of the explained variance in the case of burnout was quite similar: 13% for exhaustion and lack of professional efficiency, 9% for disappointment and 6% for lack of commitment. The model which included all demographic, organizational-professional and non-professional-social variables predicted the intensity of occupational burnout from 6% (lack of commitment) -13% (exhaustion).
In conclusion, the demographic variable (staying in an informal relationship) was related with a higher level of perceived stress and the feeling of lack of sense of professional efficiency. Working as a team leader and having a hobby was associated with the stress level and all dimensions of burnout. The frequency of going on vacations was related to the level of stress and indicators of burnout, except the lack of commitment. None of the dependent variables significantly related to such professional variables as current number of jobs, change of employment and commuting time between workplaces.
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First, it must be emphasized that in the presented study it was quite challenging to make a comparison between the obtained results and similar research results for three important reasons. 1) Numerous studies conducted todate have used various tools addressing the problem of occupational burnout among medical professionals. The most frequently used tools were the Maslach Burnout Inventory (MBI) [44] ; contemporary, modified versions of the Human Services Survey (MBI-HSS) and the General Survey (MBI-GS) [45] , Occupational Burnout Scale (OBS) [46] , Shirom Melamed Burnout Measure (SMBM) [47] , Copenhagen Burnout Inventory (CBI) [48] , The Burnout Scale [49] and Tedium Index [50] . All these tools refer to Maslach's burnout concept.
The first of the axial symptoms of this concept -exhaustion is consistently shared by the majority of researchers. However, the third and in particular the second symptomdepersonalization, causes doubts and divide the researchers studying this issue [51, 52] . According to the International Statistical Classification of Diseases and Health Problems (ICD-10), depersonalization is a rare disorder in which the patient spontaneously complains about a qualitative change in mental, physical and environmental performance. Symptoms of depersonalization may also appear as an element of schizophrenia, depression, phobia or obsessivecompulsive disorder [53, 54] .
Christina Maslach believes that burnout is not a psychopathological phenomenon, but rather a multifaceted syndrome of symptoms. Currently, this concept is criticized as being theoretically inconsistent [51, 55, 56, 57, 58] . Therefore, in the current study it was decided to use tools for measuring burnout other than the afore-mentioned in the research. The LBQ questionnaire [41] allows assessment of not three, but four aspects of professional burnout. While the first three subscales correspond to the symptoms of the progressing burnout process according to Maslach's concept, and reflect the psychophysical aspect of burnout, the last subscale -disappointment -refers rather to the existential concept. This dimension perceives motivation to work as a mission and also meaning in life.
Secondly, most of the research carried out over the last two decades covered the issue of professional burnout of medical professionals, focusing mainly on nurses [59] . The medical professions of nurses and doctors are highly exposed to stress and occupational burnouts; however, they differ, and thus the patients' expectation is slightly different [60] . Maslach [42] emphasizes that professional burnout particularly affects people whose work concerns providing social services, requires close and direct work with people, personal involvement and interpersonal contacts. Social skills and competences are their basic work tools. This has been clearly indicated in many studies [61] , and although this is not the rule, it should be emphasized that the patients' contact with nurses is more frequent than with a doctor. There is also a smaller social distance in nurse-patient relations due to different social positions of the doctor and nurse professions [62, 63, 64] . The burnout process will therefore have a different course due to other work missions, which is rarely shown in research.
Thirdly, studies on occupational burnout in medical professions which contained variables other than personal or the work-related environment, were considered moderators of burnout and stress. The most often analyzed factors were demographic: age, gender and marital status, less frequently organizational and professional: experience, place of employment (ward), salary, workload and support from co-workers. With the exception of the last three variables from the group of organizational and occupational factors, the results obtained for other demographics, including organizational and professional, were ambiguous [59, 65, 66] . In the current study, the list of organizational-professional factors was enlarged with additional variables and the introduction of new categories of non-professional and social variables as moderators of burnout. This direction of analysis is in line with the suggestion of Maslach [42] , who indicated the need to integrate many non-professional factors as potential moderators or mediators of the burnout process. Analysis of the latter has been undertaken only in a few studies in recent years and have mainly concerned the raising of professional qualifications [67, 68] , resident status [69, 70] , or having children [70] . In the current study, this list has been extended with additional variables: having a hobby, social networking accounts and frequent vacation trips.
The results obtained in this study are in line with some of the previously detected relationships, and have also indicated others which have not been previously observed. It was assumed that some of the burnout variables will be important predictors of stress for doctors, and analysis of the obtained results confirmed this assumption, thus indicating that burnout was enhanced most of all by exhaustion, followed in second place by the feeling of lack of involvement. This result is consistent with other studies in which a similar trend was detected [71, 72] .
As previously mentioned, the results of research concerning the relationship between stress, occupational burnout and demographic factors in the group of doctors, are ambiguous. This applies in particular to the variables: age and marital status [23, 47, 62, 73, 74, 75, 76] . The analysis in the current study included variable 'marital status;, which in many studies confirmed that being in a more stable relationship is a more important predictor for reducing stress and burnout symptoms, than the age of the individual. As predicted in the current study, it turned out that marital status (all categories) is not significantly related to the level of experienced stress. However, taking into consideration the combined relationships of stress and occupational burnout, being in a partner relationship strengthens both the stress and occupational burnout, especially in the area of lack of professional effectiveness. These results are consistent with other studies [75, 76, 77, 78, 79] . It should also be remembered that in Poland, the professional stereotype of a single person is still strong as a more available profession, and was widespread in the previous socio-economic system. On the other hand, it is surprising to obtain a result that indicates being married is not correlated with the analyzed independent variables, and is not their predictor. This result does not authenticate the claim that marriage makes doctors more resistant to stress at work and occupational burnout, or vice versa, but indicates that in subsequent studies one should look for an additional mediator of these relationships. Perhaps subsequent studies should investigate such areas as having children or family-work relationships, as underlined in a later part of the Discussion. It is also worth emphasizing that being in a partner relationship proved to be a predictor of only one of the dimensions of professional burnout -a sense of lack of professional efficiency and, at the level of tendency, experiencing stress. Nowadays, doctors working in both public and private institutions find it increasingly difficult to see the progress they are making since appreciation is rarely shown by the patients. In the era of competition and the pursuit of success, the practice of showing support to colleagues is also disappearing. Probably they also do not receive this from their life partners. Meanwhile, appreciating oneself as an effective person is an important aspect of psychological well-being, because it reinforces the sense of value, and most importantly, commitment to the medical profession.
The next group of predictors, referred to by the authors of this study as 'organizational-professional', belong to the most complex predictors, and have taken into account the variables already identified in earlier studies (upgrading qualifications, professional experience, specialization), and new ones that have not been recognized to-date (team leader function, commuting between successive jobs, change of employment, work abroad, number of employment, degrees and academic titles).
It was proved that having only specialization was related to stress, while being a team leader at the level of the tendency. Having a specialization, in contrast to not having one, can significantly relieve stress. However, this process is not strengthened by having additional specializations; hence, raising qualifications in the horizontal structure. Analysis of the organizational and professional variables as predictors of stress and occupational burnout showed an increased explanatory variance of the problem. This applies to both variables. In the case of professional burnout, the features of predictor in all four areas of burnout, obtained a variable of being a team leader and having an academic title in relation to the first three dimensions of burnout (exhaustion, lack of involvement with the patient and a sense of inefficiency). In conclusion, among other things, holding a managerial position or being the head of a medical team can protect Polish doctors against stress and occupational burnout. Having an academic or a scientific title protects against the effects of professional burnout, and having a specialization protects against susceptibility to stress. In particular, the latter variable requires therefore comment. Several studies have shown that doctors working in the departments of surgery, pediatrics, gynecology and emergency medicine, are more likely to burnout due to the demanding nature of these wards [62, 80, 81] . Since the research description does not state whether work at a given branch is clearly associated with specialization, it is difficult to refer to these results and compare them with those obtained in the current study.
Surprising results were obtained in relation to other organizational-professional variables. These included commuting time between successive jobs, change in employment, working abroad, and the number of work positions, which neither gain the predictive character nor are related to stress and burnout. These categories were deliberately expanded in the current study, bearing in mind that many studies have reported that the workload strengthens these processes [19, 68, 82, 83, 84] . Commuting between numerous employees or jobs, as well as frequent changes in employment, seem to make it easier to distance oneself from problems in a given workplace. Involvement in the treatment process in a specific case is probably not so deep, in contrast to the situation in which doctors are associated with only one medical facility.
Finally, the category of non-professional-social variables turned out to be a group of variables that remained not only in the strongest relationships with both analyzed processes, but they were also their important predictors. This applies in particular to having a hobby and frequent use of leaves. These variables alleviate all symptoms of burnout and experiencing stress.
An interesting result is also the detection of the predictive impact of having an account on social networks, and the mitigating effects of burnout in two symptoms: exhaustion and disappointment. This is an original result, indicating that the virtual community provides individuals (including doctors, according to research by the authors of the presented study) with significant support and protection against social isolation. Furthermore, it strengthens their enthusiasm, confirming the conviction that it is worth working for another human being. Referring to these data, it should be noted that these are important coping regulators which have not been mentioned to-date in studies on occupational burnout.
Summing-up the discussion of results, there is a need to undertake research seeking moderators and mediators in the area not only of personal or organizational variables of stress and burnout in doctors, but also in the non-professional and social variables. A good direction would be to look for relationships between stress and burnout vs. family-work relations. This would allow a wider diagnosis of the role of families in the regulation of these processes. It is true that this problem has been undertaken in several studies carried out to-date; however, in the opposite direction of the workfamily relationship [82, 85] .
Taking into account the health of the individual, it is extremely important that the work-family and personal relationships are in complete balance (work-life balance) [86] . This is possible due to changes in the work organization, working time, and the various facilities for employees with families introduced by the organizations; hence, hospitals. Workplaces are not always willing to take into account family preferences or the personal life of doctors.
It should also be remembered that health care institutions adapted to external conditions and began to use downsizing, i.e. a group of activities undertaken by management in order to improve its efficiency and competitiveness on the market. Downsizing, which is usually associated with staff reduction, consists in reducing the costs of the enterprise, and is inevitably associated with the dismissal of doctors ('downsizing'), in particular those who are single and do not have a family. Downsizing affects not only those who are made redundant, but also the employees who remain in the organization. They become more stressed, have more responsibilities and are afraid that the timeline will be cut. The literature mentions even a 'workplace survivor syndrome', which defines the persons remaining in the organization during layoffs. Referring to the above-described syndrome, this can explain the stronger professional burnout observed in the examined single doctors. 
